STRUCTURAL architecture and pliability of the cusps of the stenosed mitral valve, the condition of the subvalvar apparatus and the degree of associated incompetence are the major factors which influence the surgical decision regarding commissurotomy or valve replacement. Preoperatively these are routinely studied by physical examination and by radiological techniques. Calcification is assessed by conventional fluoroscopy while mobility requires selective angiocardiography. Ultrasound has also been used in the evaluation of these parameters in patients with mitral valve disease. Its harmless, noninvasive nature has made it attractive in this application. The ultrasonically determined amplitude of the mitral valve movement has in general shown good agreement with the operative assessment of valve mobility.' Criteria for assessing mitral valve calcifica-tion by ultrasound have been previously reported from this laboratory and these have correlated well with findings observed at surgery.2 The purpose of this report is to describe our experience in assessing the usefulness of the echocardiographic evaluation of both mitral valve calcification and mobility in planning the surgical approach in patients with pure or predominant mitral stenosis.
Materials and Methods
Fifty-seven patients with mitral stenosis were studied preoperatively by echocardiography. Forty-five were female, 12 not involve the commissures. Only anterior commissurotomies were performed in instances where the posterior comminissure was lightly calcified. The valve was excised if light calcification was detected in the region of the aniterior commissuire even if the leaflets were only slightly thickened. Thus, the distribution of calcium in the mitral valve influenced the choice of the surgical procedure in the light calcification group. Valves with heavy calcification also showed extensive fibrosis and these were all replaced. All the excised valves (27 cases) were examined pathologically and confirmed the surgical findings regarding the degree and distribution of calcification.
Results
The results of the present study are summarized in tables 1 and 2, and figure 4. Eighteen of 19 
Figure 3 Mitral valvotomy continues to be the operation of choice for pure or predominant mitral stenosis. I)espite a progressive reduction in the operative mortality for valve replacement and continued improvement in prosthetic design, work done so far does not suggest that valve replacement is the primary surgical procedure of choice for most patients with uncomplicated mitral stenosis.12 The operative risk of valve replacement is greater than that of valvotomy. '3 Also, prosthetic valves introduce the added risk of late complications including thromboembolic phenomena, periannular leaks, hemolysis and ball variance. Thus, valvotomy seems indicated for a majority of patients with mitral stenosis and should be attempted whenever feasible. Whether valvotomy should be done as an open or closed procedure is still controversial. The open technique has been gaining popularity in recent years. It allows careful dissection of the commissures as well as the subvalvular apparatus, particularly in the splitting of the papillary muscles, which is sometimes necessary to ensure an adequate opening.14 However, although the risk of cardiopulmonary bypass is small, it is by no means negligible and consequently closed commissurotomy is preferred where feasible. 15 When surgery is considered in a patient with pure or predominant mitral stenosis, the practical importance of obtaining information regarding the presence and severity of valvular calcification and the degree of valve mobility increases. The pure commissural type of mitral stenosis in which there is fusion of the commissures and little involvement of cusps with preservation of adequate leaflet mobility'6 offers the best target for conservative surgical approach. The cuspal type in which severe fibrocalcific disease of the valve cusps has transformed them into stiff, rigid structures incapable of adequate movement would not be benefited by simple commissurotomy but would need valve replacement. Between these two extremes the choice of operation requires most careful consideration. It is in this group that the surgeon needs to carefully inspect the mitral valve apparatus to determine whether or not valvotomy would result in adequate clinical and hemodynamic improvement. In the presence of light valve calcification valvotomy may produce satisfactory results and delay the need for valve replacement. '7-19 In the present study It would appear that echocardiographic evaluation of valve calcification and mobility is of value in planning the type of surgery for patients with pure or predominant mitral stenosis.
